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ABSTRACT 

Background: The aim of the present study is to investigate the effect of clinical pathways of 

postoperative nursing care for patients undergoing gynecologic operations on the postoperative 

outcome.Subjects and Methods: the study was conducted at Obstetric and Gynecologic 

Department. A total of 112 women undergoing gynecological operation (56 study group who 

received pre and postoperative care of clinical pathway, and 56 control group who received pre 

and postoperative routine care of the hospital).Results: The current study shows that patients 

underwent gynecological operation in the study group were significantly more likely to have no 

vomiting compared to those in the control group. Thus less than one fifth of them were in need 

to antiemetic compared to almost half in the control group. Concerning the level of pain 

experienced by patients during the postoperative period, the present result reveals that women in 

the study group experience less mean score compared to those in the control group, thus they 

showed lesser need for analgesia. Significant differences in the early oral intake, postoperative 

bowel mobility, hours to remove catheters and drains and length of stay were observed between 

present study and the control groups. Women’s satisfaction related to the care provided was 

assessed in the present study group. The score given was mostly very good and excellent. 

Conclusion: Clinical pathway was effective in improving postoperative outcomes related to 

early ambulation, early oral intake, bowel mobility, hours to remove catheters and drains, short 

length of stay and patient satisfaction. Recommendations: The concept of clinical pathways 

should be applied in gynecologic operations to improve patient outcome and reduce 

postoperative complications. 

Key words: Gynecological operations, clinical pathway nursing management. 
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INTRODUCTION 

A major challenge in healthcare is to incorporate innovations into routine clinical practice. Many 

innovations require an intensive, well-planned approach to become widely adopted. Although it 

usually takes many years to change well-established care, spontaneous spread of innovations can 

occur. The multimodal Enhanced Recovery After Surgery (ERAS) program aims at a more 

evidence-based perioperative care and challenges the change in routine clinical practice (Kehelt 

and Wilmore., 2008). 

Clinical pathway, which comprises standardized procedures developed to guide evidence-based 

health care to avoid inconsistent practice, has been widely applied in various clinical disciplines 

(Kinsman et al., 2010). The aims of a clinical pathway are not only to promote quality of care and 

improve clinical outcome, but also to standardize important aspects of care as well as to avoid 

unnecessary delays and to reduce costs (Seehusen, 2010). 

Implementation of an Enhanced Recovery Pathways (ERP) protocol is associated with decreased 

length of stay, a decrease in rates of postoperative complication, decreased morbidity, and cost 

savings while preserving patient satisfaction and quality of life (Greco et al., 2014). Due to the use 

of multimodal pain management strategies, ERP is consistently associated with improvements in 

pain scores. Patients in an ERP also have a more rapid return to baseline functional status (Groot 

et al., 2014). 

The enhanced recovery after surgery (ERAS) model at the University of Virginia was piloted on 

their colorectal surgery service with outstanding results.  As part of a quality initiative project, the 

ERAS program was then modified for the gynecologic surgical population. This encompassed all 

women undergoing major gynecologic surgeries (Thiele et al, 2015).  

Enhanced Recovery Pathways ERP protocols address preoperative patient counseling, 

preoperative fasting, preoperative bowel preparation, early initiation of oral intake, early 

postoperative mobilization, appropriate use of drains and catheters, facilitation of perioperative 

euvolemia and normothermia, and multimodal analgesia. ERP has been rigorously studied in 

many surgical specialties. Data showing benefit of ERP principles and protocols is most robust in 

colorectal surgery, but it has also been implemented with similar positive outcomes in a variety of 

other surgical specialties including vascular surgery, thoracic surgery, cardiac surgery, urology, 



Port Said Scientific Journal of Nursing          Vol.6, No.3 , December 2019, Special Issue 

 

  223  
  
 

hepatobiliary surgery, orthopedics, as well as in benign gynecology and gynecologic oncology 

(Bell et al., 2013).  

A growing body of evidence outside of gynecology including randomized controlled trials 

(Adamina et al., 2011) has shown that enhanced recovery speeds convalescence and reduces 

morbidity and cost while maintaining patient satisfaction and quality of life (Khan et al, 2010). 

Few groups have tested enhanced recovery in gynecologic surgery, and most cohorts were small 

and included only patients with benign disorders (Eberhart et al, 2008). Data regarding Clinical 

pathway (CP) in gynecology and gynecologic oncology is relatively spare when compared with 

other surgical fields and there are no published randomized trials (Lu et al, 2012). 

Nursing staff act as key coordinators in the improvement of efficiency and optimization of 

hospital resources.   The participation of the maternity nurse is critical to successful ERP 

development and implementation (Smeltzer et al, 2010).  

SIGNIFICANCE OF STUDY: 

Enhanced recovery pathways that could be carried out by a maternity nurse in gynecologic 

surgery may result in significant improvement of postoperative outcomes. These include earlier 

return of gastrointestinal function, excellent pain management with significantly reduced opioids 

requirements, decreased length of hospital stay, excellent patient satisfaction combined with 

substantial reductions while maintaining stable complication and readmission rates (Kalogera et 

al., 2013). Few groups have tested enhanced recovery pathways in gynecologic surgery, and most 

cohorts were small and included few patients with benign disorders (Sjetne et al, 2009). 

Meanwhile no studies have been conducted about this issue in Port Said. Therefore, this study 

aims to determine the effect of clinical pathways postoperative nursing care for women 

undergoing gynecologic operations at Port Said city hospitals. 

AIM OF STUDY:  

The aim of the present study is to; investigate the effect of clinical pathways of postoperative 

nursing care for patients undergoing gynecologic operations on the postoperative outcome. 
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SUBJECT AND METHODS: 

A. Technical design: 

This design covers the research design, settings, subjects and tools of data collection. 

Research design: 

A quasi-experimental design was utilized in this study 

Setting: 

To ensure generalization of the study results on Port Said city, this study was carried out in the 

inpatient (obstetric and gynecological department) at three governmental hospitals located in Port 

Said city as: 1- Port Said General Hospital 2- Port Fouad Hospital and 3- El-Tadamon Hospital. 

Sample:  

A purposive sample of patients who attended the study setting and fulfilling the following 

inclusion and exclusion criteria were recruited for this study. 

Inclusion criteria: 

 Woman age  20-45 years of age 

 Patient undergoing major gynecological operations. 

 The patient was free from chronic disease. 

 The patient had no comorbidities associated with the operation. 

 

Exclusion criteria: 

 Patients undergoing oncologic operations. 

 Minimally invasive gynecological procedures. 

The sample was divided into two groups: 

 Control group: composed of 56 women managed by routine pre and postoperative care of 

the hospital 

 Study group: composed of 56 the clinical pathway management was used for women to 

hasten recovery and attenuate the stress response associated with surgery. Key elements 

common to all enhanced recovery pathways (a term coined by Dr. Kehlet) include: 
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preoperative patient education, reduction of preoperative fasting, omission of bowel 

preparation, preoperative normovolemia, limited use of nasogastric tubes and drains, early 

removal of urinary catheters, aggressive multimodal analgesia to minimize opiate 

consumption, early postoperative mobilization, and early enteral nutrition. 

 

TOOLS FOR DATA COLLECTION: 

A structured interviewing schedule was designed, tested for validity and reliability and 

utilized by researcher to collect the necessary data. It entailed two parts: 

Part I. This includes; 

 Personal and socio-demographic characteristics about the study subjects such as (age, level of 

education and occupation,……etc). 

 Obstetric history such as gravida, Para, abortions,…etc.). 

 Present Gynecological history include (chief complain, medical diagnosis, time course of the 

current problem,….etc.). 

Part II.  Assessment sheet including four sub-sections:  

(1) This include the physical examination (general appearance, vital signs, abdominal 

examination, etc.). Investigations which include (ancillary and specific investigations). Pre-

operative components which include (pre-operative preparation , informed consent, pre-

operative counseling and care of the patient). 

(2) Patient record diary and pathway checklist was instituted and used for all inpatients 

postoperatively which includes (vital signs monitoring, early post-operative diet, respiratory 

care, mobilization, bladder and bowel care, Pain scoring chart….etc. 

(3) The main outcome on which the comparison was made between the study and control group 

include postoperative hypotension, mobilization, time catheter removal, return of 

gastrointestinal function, pain control, length of hospital stay, morbidity, and cost. 

(4) Patient satisfaction record mentioned by RAJESWAR, (2011) was used for the study group 

at the end of the program which evaluates 7 items:   ) Information nurse was given- Ease of 

getting information-Information given by nurse - Skill and competence of nurse - Concern and 

caring by nurse - Privacy - Discharge instructions). 
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Scoring system: 

Concerning the performance practiced by nurses or the researcher for the control and study group, 

a correct response was scored 1 and the incorrect zero for each part, the scores of the items were 

summed-up and the total divided by the number of the items, giving a mean score for the part. 

Theses scores were converted into a percent score, and means and standard deviations were 

computed. The skill performance was considered satisfactory if the percent score was 60% or 

more and unsatisfactory if less than 60%. 

B- Administrative design: 

An official letter from the dean of the faculty of nursing was sent to the director of the selected 

area of study. The director of each selected setting was contacted and informed in order to obtain 

permission to include the patients and nurses for the present research. Participants were reassured 

about the confidentiality of any obtained information. 

C- Operational design: 

The study field of work was carried out through the following phases: 

Preparation phase: 

During this phase, the researcher reviewed local and international literature to get more 

knowledge about the study subject. This also helped in designing the study tools. The tools were 

then prepared and validated through experts' opinions. The interview schedule and physical 

examination sheets were developed by the researcher after extensive review of the related 

literature. Tools were tested for content validity by five experts in the field of obstetrics and 

gynecological nursing. The recommended modifications were done and final form was made 

ready for use. Then, an evidence based guideline regarding clinical pathway of pre and 

postoperative nursing care for patients undergoing gynecological operations was prepared.  

 Pilot study  

This was carried out over a period of one month. It was conducted on 10% of total sample size to 

evaluate the clarity and feasibility of the study tools. Necessary modifications were carried out as 

revealed from the pilot study. The study tool was revised, redesigned and rewritten according to 

obtained results and acceptance of final form.  
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Field work: 

Data collected through a period of six months, from first of December 2016 to the end of May 

2017. Data related to the control group were first obtained, and then followed by collecting data of 

the study group. The researcher obtained an informed consent from every patient about her 

participation. The aim of the study was explained to every woman before participation, which was 

totally voluntary and an oral consent was obtained. Women were assured that the study maneuver 

will cause no actual or potential harm on them and professional help will be provided whenever 

needed. The researcher started to collect data through three phases: 1) interviewing, 2) assessment 

and 3) evaluation. 

1) Interviewing phase 

All patients in both groups were interviewed (structured interview) to collect data related to socio-

demographic characteristics, obstetric profile, and current surgical history.  Personal interview 

was done for both groups and it takes 10 minutes for each one.in addition, it was done before 

surgery 5-1 days. 

2) Assessment Phase.  

Concerning the control group the role of the researcher was just observing and recording the tasks 

performed by nurses concerning pre and postoperative care of patients.  However, for patients in 

the study group she implemented the nursing care plan which includes all the components of the 

key elements of the clinical pathway management during the period of hospitalization 

postoperatively until discharge from hospital. 

3) Evaluation phase. 

This phase started immediately after the operation where all parameters of the clinical pathway 

management and its effect on the postoperative outcome that are previously mentioned were noted 

for the comparison between the study and control group. Lasted for one month postoperatively, 

whereas the researcher followed the patient at home by calling them once a week to assess their 

health and any related complications. 

D. Statistical design 

All statistical analyses were performed using SPSS for windows version 20.0 (SPSS, Chicago, 

IL).  Data were tested for normality of distribution prior to any calculations. Continuous data were 
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expressed in mean ±standard deviation (SD) as all continuous data were normally distributed. 

Categorical data were expressed in number and percentage. The comparisons were determined 

using Student’s t test for variables with continuous data and using chi-square test was used for 

comparison of variables with categorical data. Statistical significance was set at p<0.05. 

RESULTS: 

Table (1): presents distribution of the women in the clinical pathway and control groups 

according to their socio-demographic characteristics. As regards age, it was observed that almost 

half of women in the study and control groups were >45 years (42.9% vs. 58.9% respectively). 

The percentage of women who had secondary level of education was higher in the control group 

(28.6% vs. 23.2% respectively) compared to the control group, but with no statistical significant 

difference. Meanwhile they were more likely to be housewives and more than half of them (57.1% 

vs. 69.6% respectively) were married with no statistical significant difference. 

 Table (2):  demonstrates the type of surgery among women in the two groups. It is obvious that 

total abdominal hysterectomy was the most common surgery with the highest percentage in both 

groups (51.8% vs. 60.7% respectively). This is followed by subtotal hysterectomy, myomectomy, 

salpingo-oophrectomy then cystectomy. Differences observed are not statistically significant. The 

total is not exclusive. 

Table (3): shows that women in the study group had less mean duration of fasting hours (NPO) 

compared to those in the control group with statistically significant difference (8.7 ±1.3 vs. 26.5 

±16.3 respectively). Moreover, none of them received enema compared to the control group who 

received it more than one time (0.0% vs. 57.1% respectively). In addition women in both groups 

received antibiotics and IV fluids during the preoperative period. 

 Table (4): shows Patients underwent gynecological operation in the study group were 

significantly more likely to have no vomiting compared to those in the control group (P=<0.001). 

Thus lesser number 10 (17.9%) were in need to antiemetic compared to 44.6% in the control 

group. As for the level of pain encountered by patients during the postoperative period, the same 

table revealed that women in the study group experience less mean score compared to those in the 

control group (8.4 ±0.9 vs. 8.7 ±0.8 respectively), thus they showed lesser need for analgesia (1.9 

±1.1 vs. 2.4 ±0.9 respectively) with statistical significant difference.  
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 Table (5): demonstrates that almost two thirds of women in the study group (60.7%) had begun 

their first time of sitting <3 hours compared to only one fourth (25.5%) of the control group, with 

statistical significant difference (P=<0.001). Meanwhile, all of them started ambulation out of bed 

within the first 6 hours of the operation compared to only 60.7% of the control group. Also the 

difference observed is statistically significant (P=<0.001). 

Table (6): shows that women in the study group were significantly (P=<0.001) more likely to start 

oral fluids within the first 10 hours after the operation compared to those in the control group (5.4 

±1.0 vs. 15.8 ±8.3 respectively). Meanwhile, they received a higher mean amount of oral fluids 

(188.6 ±55.2 vs. 129.6 ±60.9 respectively) and the majority of them (96.4%) begun regular diet 

within the first 24 hours after the operation compared to those in the control group (19.6%). 

Difference observed is statistical significant. 

  Table (7):  points to a statistically significant difference between the study and control groups 

concerning the time of removing bladder catheter and drains (p<0.001). The mean time of 

removal of both drains was lesser in the study group than those in the control group (15.3 ±5.7 & 

45.1 ±5.6 vs. 20.5 ±10.9 & 66.2 ±27.9 respectively). Moreover, patients in the study group were 

more likely to have lesser mean time of first bowel sounds, first passage of flatus, and first 

defecation after surgery (3.7 ±0.9, 6.3 ±1.0 and 10.5 ± 1.9 vs. 6.9 ±1.1, 13.2 ±1.4 and 27±2.4 

hours respectively). Differences observed are statistically significant (p=<0.001*). 

 Table (8) & figure (1): shows that the mean duration of hospitalization in the study group was 

significantly shorter than those in the control group (1.8 ±0.4 vs. 2.4 ±0.5 respectively). 

Differences observed is highly significant (T test 6.718* & p<0.001). The same table reveals that 

women in the study group were less likely to suffer from complications as; abdominal cramps, 

distension and constipation compared to those in the control group. 

Table (9) & figure (2): Describes the women satisfaction related to the care provided to the study 

group (clinical pathway nursing management). Rating was mostly very good and excellent (35.7% 

and 57.2 respectively) and less than one tenth who gave the score of good (7.1%) to the 7 

parameters showing patient’s satisfaction. 
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Table (1): Distribution of the studied women according to their Socio-demographic 

Characteristics (n=112). 

Variables Study Group 

(n=56) 

Control Group 

(n=56) 

Chi square test 

No. % No. % X
2
 p 

Age (years)      

 

3.902 

 

 

0.142 

< 35 11 19.6 5 8.9 

35 – 45 21 37.5 18 32.1 

> 45 24 42.9 33 58.9 

Mean ±SD 43.1 ±7.7 45.1 ±5.9 1.588* 0.115 

Educational 

level 

     

 

 

4.660 

 

 

 

0.324 

Illiterate 2 3.6 5 8.9 

Read/write 16 28.6 8 14.3 

Basic 14 25.0 13 23.2 

Secondary 13 23.2 16 28.6 

High 11 19.6 14 25.0 

Marital status      

 

5.308 

 

 

0.151 

Married 32 57.1 39 69.6 

Widow 9 16.1 11 19.6 

Single 8 14.3 2 3.6 

Divorced 7 12.5 4 7.1 

Job       

Housewife 31 55.4 37 66.1   

Working 25 44.6 19 33.9 1.348 0.246 

* t value, independent sample Student`s t test 

 

 

 

 



Port Said Scientific Journal of Nursing          Vol.6, No.3 , December 2019, Special Issue 

 

  231  
  
 

Table (2): Distribution of the Studied Women According to the Type of Gynecological operation 

(n=112) 

 

 

 

 

 

 

 

Table (3): Distribution of the Studied Women According to the fasting hours and pre-operative 

medications (n=112) 

 

 

Variables N % N % X
2
 P 

Total abdominal hysterectomy 29 51.8 34 60.7 0.907 0.341 

Myomectomy 9 16.1 8 14.3 0.069 0.792 

Subtotal hysterectomy 14 25.0 12 21.4 0.200 0.654 

Salpingo-oophrectomy 9 16.1 8 14.3 0.069 0.792 

Cystectomy 3 5.4 2 3.6 0.209 0.647 

Variables 

 

Study Group 

(n=56) 

Control Group 

(n=56) 

Chi 

square 

test  

No. % No. % X
2
 P 

Fasting hours (NPO) 

 

8.7 ±1.3 

 

26.5 ±16.3 

 

8.133* 

 

<0.00 

Enema times       

None 56 100.0 24 42.9   

1 0 0.0 21 37.5   

2 0 0.0 11 19.6 44.800 <0.001 

Antibiotics received 56 100.0 56 100.0 0 1.000 

IV fluids (ringer lactate) 56 100.0 56 100.0 0 1.000 
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Table (4): Distribution of the Studied Women According to the frequency of vomiting, level of 

pain and the need for analgesia at POD (n=112)  

Variables 

Study Group 

(n=56) 

Control Group 

(n=56) Chi square test 

No. % No. % X
2
 P 

Frequency of Vomiting   

 

 

 

 

 

 

 

 

 

 

 

 

       

None 23 41.1 3 5.4   

1 – 2 30 53.6 18 32.1   

3 or more 3 5.4 35 62.5 45.332 <0.001 

Need anti-emetics 10 17.9 25 44.6 9.351 0.002 

Level of Pain        

Mild 10 17.9 1 1.8   

Moderate 18 32.1 20 35.7   

Severe 28 40.0 35 62.5   

     8.660 0.034 

Mean ±SD 8.4 ±0.9 8.7 ±0.8 2.257* 0.026 

 

The need for analgesia     

None 4 7.1 1 1.8   

1 – 2 40 71.4 32 57.1   

3 – 4 12 21.4 23 41.1 6.146 0.046 

Mean ±SD 1.9 ±1.1 2.4 ±0.9 1.375* 0.019 
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Table 5: Distribution of the Studied Women According to their ambulation during  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

postoperative period (n=112) 

 

 

 

 

Variables 

Study Group 

(n=56) 

Control Group 

(n=56) Chi square test 

No. % No. % X
2
 p 

 

First time of sitting 

“hours” 

<3 

    

34 60.7 14 25.0 

  

3 – 4 22 39.3 29 51.8   

>4 0 0.0 13 23.2 22.294 <0.001 

Mean ±SD 2.5 ±0.7 3.7 ±1.5 5.097* <0.001 

First time of ambulation 

out of bed 

<6 

    

56 100 34 60.7 
  

6 – 12 0 0.0 20 35.7   

>12 0 0.0 2 3.6 27.378 <0.001 

Mean ±SD 4.0 ±0.8 6.8 ±3.6 5.712* <0.001 
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Table (6) : Distribution of the Studied Women According to their Postoperative Nourishment 

(n=112)  

Variables 

Study Group 

(n=56) 

Control Group 

(n=56) Chi square test 

No. % No. % X
2
 P 

Initiation of oral fluids (hours)       

10 or less 33 58.9 4 7.1   

11 – 20 23 41.1 26 46.4   

>20 0 0.0 26 46.4 48.913 <0.001 

Mean ±SD 5.4 ±1.0 15.8 ±8.3 9.279* <0.001 

Intake amount of oral fluids 

(liter)       

<100 1 1.8 12 21.4   

100 – 200 40 71.4 41 73.2   

>200 15 26.8 3 5.4 17.320 <0.001 

Mean ±SD 188.6 ±55.2 129.6 ±60.9 6.401* <0.001 

Initiation of regular diet 

(hours)       

<12 19 33.9 0 0.0   

12 – 24 35 62.5 11 19.6   

>24 2 3.6 45 80.4 70.862 <0.001 

Mean ±SD 14.6 ±5.2 37.3 ±17.9 9.154* <0.001 
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Table (7): Distribution of the Studied Women According to their Removal of Drain and Catheter 

as well as bowel mobility during the postoperative period (n=112)  

Variables 

Study Group 

(n=56) 

Control Group 

(n=56) Chi square test 

No. % No.  X
2
 P 

Time of removal of  

bladder catheter (hours) 

 

 

 

     

<12 24 42.9 16 28.6   

12 – 24 31 55.4 24 42.9   

>24 1 1.8 16 28.6 15.726 <0.001 

Mean ±SD 15.3 ±5.7 20.5 ±10.9 3.401* <0.001 

Time of removal of drains (hours)       

1 day  4 7.1 0 0.0   

2 days 29 51.8 19 33.9   

3 days or more 23 41.1 37 66.1 9.350 0.009 

Mean ±SD 45.1 ±5.6 66.2 ±27.9 4.938* 0.026 

Bowel mobility (hours) Mean ±SD Mean ±SD T P 

First bowel sound 3.7 ±0.9 6.9 ±1.1   

First passage of flatus 6.3 ±1.0 13.2 ±1.4   

First passage of stool 10.5 ±1.9 27 ±2.4 79.143 <0.001 
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Table (8): Distribution of the Studied Women According to their Hospital stay and 

complications encountered during the Postoperative Period (n=112)  

Variables 

Study Group 

(n=56) 

Control Group 

(n=56) Chi square test 

No. % No. % X
2
 P 

Length of stay (Day)       

1 & 2 9 16.1 0 0.0   

3 –  47 83.9 34 60.7   

>4 0 0.0 22 39.3 33.086 <0.001 

Mean ±SD 1.8 ±0.4 2.4 ±0.5  6.718* <0.001 

post-operative complication     

3.083 0.214 

No 56 100.0 53 94.6 

1 0 0.0 1 1.8 

2 0 0.0 2 3.6 
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Figure 1 Description of length of stay among women in the study and control group 
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Table (9): Distribution of the Clinical pathway group According to their satisfaction  

Variables Excellent Very good Good 

No. % No. % No. % 

1) Information nurse was given: How clear and 

complete the nurse's expectations were about tests, 

treatments, and what to expect. 

29 51.8 24 42.9 3 5.4 

2) Ease of getting information: willingness of nurse to 

answer patient’s questions. 

34 60.7 18 32.1 4 7.1 

3) Information given by nurses: how well nurses 

communicated with patients, families, and doctors. 

28 50 23 41.1 5 8.9 

4) Skill and competence of nurses: how well things were 

done, like giving medicine and handling IVs. 

35 62.5 18 32.1 3 5.4 

5) Concern and caring by nurses: courtesy and respect 

you were given; friendliness and kindness. 

29 51.8 25 44.6 2 3.6 

6) Privacy: provisions for your privacy by nurse. 33 58.9 18 32.1 5 8.9 

7) Discharge instructions: how clearly and completely 

the nurse told you what to do and what to expect when 

you left the hospital. 

40 71.4 11 19.6 5 8.9 

Total score 7.1 % 35.7 % 57.2% 

Range 21-35 

Mean ±SD  31.6 ± 3.2 
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DISCUSSION: 

Enhanced Recovery After Surgery (ERAS) is a standardized, highly coordinated interdisciplinary 

perioperative surgical care program that incorporate evidence-based interventions to minimize 

surgical stress, improve physiological and functional recovery, reduce complications, and 

facilitate earlier discharge from the hospital and reduced cost of care (Kehelt & Wilmore, 2002). 

For implementation to be successful, nurses were found to be a key in providing education, 

perioperative care, and postoperative evaluation, as well as cost containment (Verheijen et al., 

2012).  

The key principles of the ERAS protocol or clinical pathway management include; pre-operative 

counseling, preoperative nutrition, avoidance of perioperative fasting and carbohydrate loading up 

to 2 hours preoperatively, standardized anesthetic and analgesic regimens (epidural and non-opiod 

analgesia) and early mobilization (Pruthi et al., 2003 & Pruthi ., 2010).  

Studies have documented an association between the use of clinical guidelines and pathways and 

positive outcomes including the provision of high-quality, cost-effective care, greater patient and 

staff satisfaction, and better resource management in a variety of clinical contexts (Rotter et al., 

2010 & Vandvik et al., 2013) . Other studies have documented that the adoption of clinical 

pathways can reduce length of stay and decrease medical cost (Micieli et al., 2000 & Wang, 

2013). 

 

 

Figure 2. Distribution of the patients total satisfaction 
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In order to investigate the extent to which the local hospital are adhering to national guidelines.  

The present study was undertaken to investigate the effect of clinical pathway of postoperative 

nursing care for patients undergoing gynecologic operations at Port Said hospitals. The study 

could provide important baseline information on the delivery of health care in Port Said hospital 

and the potential for improvements in health care quality. Similarly, Kinsman (2004) and Rello et 

al., (2002) studies have been conducted with the objectives of the using clinical pathways to 

improve quality of care, to reduce costs, and to decrease inappropriate variation in health care use 

(Kinsman, 2004 & Rello et al., 2002). 

The current study shows that women in the study group had less mean duration of fasting hours 

compared to those in the control group with statistically significant difference. Wisely et al., 

(2016) supported this evidenced key element and reported that almost two thirds (61%) of the 

enhanced recovery group had a shorter fasting time (<24h) (p<0.001) compared to 39% in the 

control group. This could be explained by the fact that the practice of fasting patients from 

midnight is used to avoid pulmonary aspiration after elective surgery; however, there is no 

evidence to support this. Crowe et al., (1984) mentioned that preoperative fasting actually 

increases the metabolic stress, hyperglycemia and insulin resistance, which the body is already 

prone to during the surgical process. Changing the metabolic state of patients by shortening 

preoperative fasting not only decreases insulin resistance, but reduces protein loss and improves 

muscle function (Thorell et al., 1999). 

The current study findings showed that patients underwent gynecological operation in the study 

group were significantly more likely to have no vomiting compared to those in the control group 

(P=<0.001). Thus less than one fifth of them were in need to antiemetic compared to almost half 

in the control group. This is supported by Wijk et al., (2014) who found that 34% pre-ERAS vs. 

39 (46%) where in need for anti-emetics day 0 (p=0.084) and  9% vs. 16% who received more 

than one dose. 

Evidence has shown that improper relief of postoperative pain has harmful physiological and 

psychological consequences for patients, increases morbidity, mortality and re-admission for pain 

management, extends hospitalization, and delays patients' return to their normal activities, with 

resulting increase in costs (Joshi et al., 2005). Concerning the level of pain experienced by 

patients during the postoperative period, the present result reveals that women in the study group 

experience less mean score compared to those in the control group, thus they showed lesser need 
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for analgesia with statistical significant difference. This could be attributed to alleviation of stress 

and clearing up misconceptions associated with gynecological operation during the preoperative 

counseling (Apfelbaum et al., 2003). 

Postoperative physical inactivity is a risk factor for various adverse outcomes. Gillinov et al., 

(1992) reported that postoperative prolonged bed rest is a risk factor for pulmonary embolism 

following cardiac surgery. 

A systematic review showed that immobilization defined as confinement to bed and/or armchair 

was associated with 6 fold increase in deep vein thrombosis (Samama et al, 2003). A randomized 

trial including patients who underwent a coronary artery bypass surgery revealed that systematic 

turning activity in bed decreased the risk of postoperative fever and Length of Stay (LOS) in 

intensive care unit .Ambulation at least five times per day in the hallways is also prescribed 

(Chulay et al, 1982).  

According to the present study finding, almost two thirds of women in the study group had begun 

their first time of sitting <3 hours compared to only one fourth of the control group, with 

statistical significant difference (P=<0.001). Meanwhile, all of them started ambulation out of bed 

within the first 6 hours of the operation compared to more than two thirds of the control group. In 

agreement with the previous mentioned finding Vlug et al., (2012) shows that a failure to mobilize 

is a common reason for ER protocol deviation and is associated with increased length of stay 

suggesting that early mobilization is a key to achieve the beneficial outcomes associated with 

ERP.  

Based on the present study finding, women in the study group were significantly (P=<0.001) more 

likely to start oral fluids within the first 10 hours after the operation compared to those in the 

control group. Meanwhile, they received a higher mean amount of oral fluids and the majority of 

them begun regular diet within the first 24 hours after the operation compared to those in the 

control group. Whereas Gerardi et al, (2008) demonstrated that time to tolerance of diet decreased 

by 3 days in the enhanced recovery group as compared to the control group. Meanwhile, Kalogera 

et al, 2013 showed that despite early feeding was associated with a higher rate of nausea and 

vomiting in the ER group, 87% rated their satisfaction with nausea and vomiting control as 

excellent or very good, suggesting that early feeding is overall well tolerated.    
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Significant differences in the postoperative bowel mobility were observed between present study 

and the control groups (p=<0.001*). Patients in the study group were more likely to have lesser 

mean time of first bowel sounds, first passage of flatus, and first defecation after surgery. In the 

same line Al-Ghareeb et al., (2013) study in Kingdom Saudi Arabian about Effect of Early Oral 

Hydration on Post Cesarean Outcomes reported that the experimental group significantly had 

earlier initiation of bowel sounds with a median value of 3 hours vs. 6.5 hours in the control 

group. Consequently the bowel movement returned significantly earlier with median duration of 

29 hours among the study group compared to 54 hours among the control group. 

Concerning the time of removing bladder catheter and drains the present study reveals a 

statistically significant difference between the two groups   (p<0.001). The mean time of removal 

of both drains was lesser in the study group than those in the control group. In the same line 

Barber et al., (2016) showed early removal (1 day) compared to standard removal (approximately 

4 days). In this respect Joshi et al, (2016) study in India mentioned that the Foley catheters could 

be removed on postoperative day one for patients who have undergone laparoscopic procedures 

and by postoperative day two for patients who have undergone open abdominal procedures. 

Concerning the length of stay (LOS), the present study finding has indicated that the mean 

duration of hospitalization in the study group was significantly shorter than those in the control 

group. This is supported by Dickson et al., (2012) who found that an ERAS pathway in women 

undergoing abdominal hysterectomy for benign disease had decreased median LOS from 3 days  

to 1 day following implementation (p<0.001). Also, Modesitt et al., (2016) study who compared 

patients on an ERAS pathway with those traditional control using a conventional protocol found 

that the median LOS decreased from 3 to 2 days (p=0.007). Additionally in agreement with the 

above mentioned finding Kalogera et al., (2013) study included women with gynecologic 

malignancy in a retrospective study evaluating the implementation of an ERAS study in 

laparotomy for complex gynecologic surgery. They found that median LOS was 4 days less in the 

ERAS group than in the conventional group (8.7 vs.    11.9 days). Moreover, Eva et al., (2016) 

demonstrated that the mean length of stay LOS was 4.29±2.78 days for patients who followed 

ERAS, significantly reduced compared to 7.23 ±5.68 days for the control group (p<0.001).    

Women’s satisfaction related to the care provided was assessed in the present study group 

(clinical pathway nursing management). The score given was mostly very good and excellent. 

Similarly, Minig et al., (2009) reported that post-operative satisfaction was significantly higher in 
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ERAS group (82.8 vs. 71.7, p>0.001) than in the traditional group and suggested that ERAS 

should be used after a complex gynecologic laparotomy. 

CONCLUSION: 

Based on study findings, it can be concluded that: 

With the perspective of the impact of clinical pathway of postoperative nursing care for women 

undergoing gynecologic surgery, the study revealed women in the study group were more likely to 

move early out of bed after the operation than the control group, women in the study group were 

more likely to have shorter period of hospital stay than the control group. Statistically significant 

improvement in the postoperative outcome as well as decreasing the incidence of complications in 

the post-operative period, statistically significant improvement in women satisfaction related to 

clinical pathway care. Therefore, it can conclude that clinical pathway was effective in improving 

postoperative outcomes related to early ambulation, early oral intake, short length of stay and 

patient satisfaction.  

  

RECOMMENDATIONS: 

Based on the results of the present study, the following recommendations were suggested: 

 Preoperative counseling should be done by maternity nurses about their postoperative course 

based on a risk assessment performed preoperatively. 

 The clinical pathway management which proved to be successful should be integrated in the 

postoperative management protocol at the study setting and in other governmental hospitals. 

 Health care setting should emphasize the importance of coordination between   health care 

members relating to the application of the evidenced key elements of clinical pathway 

management. 

 Training programs are recommended for nurses in order to enhance their knowledge and skills 

regarding clinical pathway management in order to be able to educate and counsel women about 

such evidence based practice. 

 Further research is recommended using different protocol of management with different evidence 

based practices, with a large sample size and in different setting. 
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بعذ العملٍت الجراحٍت للسٍذاث اللاتً ٌخضعه لعملٍاث أمراض الىساء  الطرق الإكلٍىٍكٍت للرعاٌت التمرٌضٍت

 بمستشفٍاث بورسعٍذ

 حىان محمذ علً أبو الساداث -د/ السٍذة حمذي وصر -مىار فتحى هٍبت أ.م.د/ -سىاءعلً وورأ.د / 

كهيت  -أسخار يساعذ حًشيط الأيٕيت ٔ انُساء ٔ انخٕنيذ  – جايعت انضلاصيك - كهيت انخًشيط - أسخار حًشيط انُساء ٔانخٕنيذ

 جايعت بٕسسعيذ -يذسط حًشيط الأيٕيت ٔ انُساء ٔ انخٕنيذ  كهيت انخًشيط  - جايعت بٕسسعيذ – انخًشيط

 

 الــخــلاصــــت

انطشق الإكهيُيكيت ْٗ حذخم يعمذ نصُع انمشاس انًخبادل ٔحُظيى عًهياث انشعايت نًجًٕعت يحذدة يٍ انًشظٗ خلال         

فخشة يحذدة ٔلذ أجشيج ْزِ انذساست شبّ انخجشيبيت نخحذيذ الآثاس انًخشحبت نهطشق الإكهيُيكيت نهشعايت انخًشيعيت بعذ انعًهيت 

هياث أيشاض انُساء بًسخشفي بٕسسعيذ انعاو ،يسخشفي بٕسفؤاد انعاو ٔيسخشفي انجشاحيت نهًشظٗ انزيٍ يخععٌٕ نعً

انًجًٕعت الأٔني )انًجًٕعت  :سيذة حى حمسيًٓا إني يجًٕعخي111ٍانخعايٍ بًحافظت بٕسسعيذ ٔلذ إشخًهج عيُت انبحث عهي 

انًجًٕعت انثاَيت )يجًٕعت انذساست(  ( يٍ انسيذاث حى إعطائٍٓ انشعايت انخًشيعيت يٍ انًسخشفي 65ٔانعابطت( حشخًم عهي )

( يٍ انسيذاث حى إعطائٍٓ انشعايت انخًشيعيت انخاصت بانطشق الإكهيُيكيت .ٔلذ حى حجًيع انبياَاث عٍ غشيك 65حشخًم عهي  )

ت أجضاء،انجضء اسخخذاو اسخًاسحاٌ ؛ الأسخًاسة الأٔني اسخًاسة اسخبياٌ نهسيذاث، الأسخًاسة انثاَيت اسخًاسة حمييى ٔحخكٌٕ يٍ حلاح

الأٔل ٔيشًم: انفحص انبذَٗ ٔانفحٕصاث لبم انعًهيت ٔانجضء انثاَي ٔيشًم انخطبيك انعًهي نخطٕاث انشعايت انخًشيعيت 

الإعخياديت ٔانخاصت بانطشق الإكهيُيكيت ، انجضء انثانث ٔيشًم انُخائج انشئيسيت بعذ انعًهيت انجشاحيت. ٔكشفج َخائج ْزِ 

طشق الإكهيُيكيت أدٖ إنٗ ٔجٕد فشٔق راث دلانت إحصائيت عٍ ٔجٕد ححسٍ ٔاظح في َخائج بعذ انعًهيت انذساست أٌ بشَايج ان

انجشاحيت . ٔأٔصج انذساست بأَّ يجب  أٌ يطبك يفٕٓو انطشق الإكهيُيكيت في عًهياث أيشاض انُساء نخحسيٍ َخائج انًشظٗ 

 ٔانحذ يٍ انًعاعفاث بعذ انعًهيت انجشاحيت.

 : عًهياث انُساء ، الإداسة انخًشيعيت نهطشق الإكهيُيكيت. شادٌتالكلماث الإستر

  




